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V 000 INITIAL COMMENTS V 000

 This was a federal ESRD complaint survey.

Complaint #:  IN00135943 - Unsubstantiated: 

Lack of sufficient evidence.   

Survey Date:  10/25/13

Facility #:  006660

Medicaid Vendor #: NA

Surveyor:  Bridget Boston, RN, PHNS

Census In-Center Hemodialysis:  26

During this survey, FMC Greencastle was found 

to be in compliance with the Condition for 

Coverage 494.30 Infection Control and 494.70 

Patient Rights as related to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

October 31, 2013
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